There seems to me no doubt that all patients will soon expect to be able to consult their family doctor by appointment. Recent propanganda in both lay and medical press has conditioned a more sophisticated public to expect this service, and I am certain that 10 years from now appointment systems in general practice will be the rule rather than the exception. Indeed, doctors who do not offer appointments may find it difficult to attract new patients.
Much has been said for and against appointment systems, but in the end only two questions need be answered to settle the issue either way: (1) Does the patient wish to use appointments ? (2) Does the doctor wish to offer them ? I have now used appointments for four years. After nine months I doubted whether the patient wished this service. After two years I doubted if it was any real benefit to the doctor. Now I am certain that, properly used, appointments can be a boon to both. The purpose of this paper is to explain how my doubts were quelled.
Analysis of the results showed that there was overwhelming support for the appointments system, 595 (86.4%) being in favour of the continuation of appointments. The complete analysis and the sex difference are shown in Table I . Ca-ne and Dell (1965) , in a London practice, circulated 100 of their patients to test their reaction to newly introduced appointments, and found 84 % of those answering were happy with them. Dean et al. (1965) , in Birmingham, after questioning 634 of their patients consecutively in the surgery and at visits, report a much higher proportion (98 %) of contented customers. and more economic use of the doctor's time. In para. 45 the report states that " an appointment system helps to reduce the demand for home visits." This had not been my experience. In a previous paper comparing statistics from various practices in the United Kingdom (Stevenson, 1964) I made two references to the introduction of appointments in our practice. Our appointment system had by then been in use for two years, and it seemed that its introduction had in fact led to an increase in the number of home visits requested and a decrease in the number of attendances at the surgery. This was slightly discomfiting, as we already knew from our own and others' experience that in practices outside England there was a tendency for the ratio of surgery attendances to home visits to be altered in favour of the latter, with a consequent increase in work load. Was the introduction of appointments making matters worse ? It certainly appeared so. However, on 1 October 1964 we joined with a neighbouring practice, and on 30 September 1965 I analysed our first year's work. This showed a very different picture.
What then made the difference ?
Our new practice was one of four principals where previously there had been three. We had just built a new centrally heated surgery, consisting of two consulting-rooms, with a waitingroom and a central records office connected to each consultingroom by two hatches. In order to use the premises most economically we decided that we should attempt "all-day" consulting and aim at finishing at six in the evening. We had been suspicious that our appointment system had been only partially successful in the past because of the limited consultingtime available to patients. This had been one hour per week for every 200 patients. We therefore decided to increase our consulting-times by 25 %-that is, one and a quarter hours per week for every 200 patients. We estimated our new practice size at 9,200, which meant that 58 hours were to be allowed each week for consulting. Working from this, we made out the duty roster (Table III) . 
Effect of Improved Organization on Work Load
The work undertaken by the new practice was analysed after one year and compared with the last complete year of the old practice. The results are summarized in Table IV . England (Stevenson, 1964) . I feel this is due in the main to three factors-the greater availability of the doctor for consultation throughout the day, the saving of patients' time which appointments afford, and the congenial yet efficient atmosphere of our new premises.
Total Consultations.-There was a total increase of 29.2% in patient-doctor contacts at the surgery and in the home. Two items remain fairly constant throughout the periodthe new visits demanded by the patient and the total items of service dispensed by the doctor. The number of new visits remains largely under the control of the patient, as to a less extent do surgery attendances; therefore the only way that a doctor can personally affect his work load is by his own particular attitude and policy to revisiting. In our case the number of revisits has fallen over the period by nearly 70%, while surgery attendances have fallen by only 15%. If the pattern were consistent one would have expected the latter to have fallen more drastically. It therefore follows that the fall in revisits has been due to no other factor than our predetermined policy to revisit less often.
The total number of patient-contacts which each doctor made throughout the period shows a remarkable stability for each year despite the variability in the number of patients at risk. It would seem reasonable to suggest that, whether consciously or not, each doctor is capable of spreading a very exact amount of cheese, in the form of medical attention, over a variable number of biscuits, and that the thickness or thinness of the cheese is dependent on the number of biscuits. One can only presume what the optimum amount of cheese per biscuit should be.
Cost of Improved Practice Organization to the Doctor
Despite an increase in practice size equivalent to 13 % per doctor, each doctor's net income before deduction of personal tax and car expenses increased by only 4% during the year ending September 1965.
Discussion
It would seem that appointment systems once introduced become readily acceptable to both patient and doctor. According to the Gillie report doctors seldom abandon them, and I and others have found that most patients want them to continue. After having appointments for two years we in our practice were almost on the point of abandoning them, as our statistics had indicated that, with an increase in the number of home visits demanded and a reduction in the number of surgery attendances, appointments seemed to be adding to our already heavy work load. However, by increasing the size of our group, improving the general organization of work, employing extra ancillary staff, having the cooperation of the district nurses, and, perhaps most important, becoming more readily available for consultation throughout the day, we have apparently reversed this trend, and find that now, after our first year, surgery attendances far outnumber home visits. There has also been an overall reduction in work load, which, though still remaining above average, is more in keeping with work loads reported from practices in England.
With the present reduction in medical manpower available this more economic use of the doctors' time and energy is most important, and, despite the considerable increase in the running costs borne by the partners, it would seem that our decision to group, to continue with appointments, and to improve our organization has been vindicated in terms of a better deal for both patient and doctor. Were the benefits all ours we would not object to the increased cost to ourselves, but we would like to think that our patients too have benefited by our endeavours. For how much longer must the quality of supervision be dependent on the doctor's conscience, to the financial detriment of himself and his family ?
To organize such a system of group practice as I have described requires a practice large enough to support a minimum of four doctors, preferably working from central consulting premises. It In view of the wide regional variation in work load it would be impractical to suggest a figure which would apply to all areas. It might, however, be expedient to take 12,000 patient/doctor contacts in urban areas as the absolute maximum which any individual doctor can be expected to deal with in any year. If then in Ayrshire the contact rate per patient per annum is 5, made up of 0.8 new visits, 0.8 revisits, and 3.4 surgery attendances, then the practice size there should be limited to a maximum of 2,400 (12,000 -.5) per doctor. If, on the other hand, the rate in, say, Manchester is 4 (0.6, 0.6, and 2.8 respectively), then with the same doctor effort 3,000 patients could be supervised. Assessment of the work load in rural areas would be more difficult, but I am sure there is a similar pattern of differing regional demands. Much more information is required before determining the maximum and optimum size of practices ; but I am certain that the problem must be tackled on a regional basis, and I welcome the suggestion that regional health boards should be established.
Whatever happens in the future we must not be prevented by our patients' complacency with the status quo from striving to improve the service we can offer. We, not our patients, know what a good medical service is. It is our responsibility to tell them and let them decide whether they can afford to ignore the defects in the present one.
Summary
Our patients' favourable reaction to the introduction of an appointment system is discussed. The benefit of appointments to the doctors became apparent only when they made themselves available for surgery consultation throughout the day. The effect of this and of other improvements in practice organization has led to a reduction in work load.
It is suggested that the minimum number of doctors who can provide such a service is four, and a plea is made that, where possible, doctors should group together to their own and their patients' mutual benefit. The patient must, on his part, learn to regard himself as being medically supervised by the group as a whole and not by a particular member of it. It would appear that the general practitioner is at present working at full pressure, and is not in a position to meet any further demands. Only by delegating to ancillary helpers some of the work which he is already doing can he undertake new and perhaps more important commitments.
The ancillary staff must either be provided or the doctor be put in a financial position where he can afford it.
It is suggested that the medical needs of the community vary from region to region, and that the decentralization of administration, with the establishment of regional health boards, should be the next step in the evolution of the Health Service. 
